Introduction Introduction
The incidence of complete Achilles tendon rupture is 18 per 100 000 patient-years 1 and is usually diagnosed clinically by GPs. The extent of clinical misdiagnosis is unknown in Norway, but may be high. 2 This is important as delayed treatment has unfavourable consequences. 1, 3 We report how a GP, with no clinical ultrasound experience, recorded images with a pocket-sized ultrasound device (PSUD) under supervision to confirm a complete Achilles tendon rupture. This could present a new indication for GP ultrasound.
Case report
A 36-year-old man experienced acute pain above the right heel accompanied by an audible snap while sprinting. He immediately had difficulty walking and 3 hours later consulted an on-call GP. Posterior ankle swelling with a tender depression 3 cm proximal to the calcaneum was found. Active plantar flexion against resistance was weak and Simmonds-Thompson test was 'partially positive' on applying a strong calf-squeeze. Based on these findings, calf muscle rupture was diagnosed as the Achilles tendon was thought to be intact. The patient was advised to elevate the foot and wait 2 weeks for improvement. Two days later a second GP, who was aware of a history of an audible snap, considered complete tendon rupture and reexamined the patient. Findings included an absent right heel raise due to weakness, minimal active plantar flexion against gravity and lying prone, significant right ankle swelling without bruising, and an altered angle of declination. Palpation elicited no ankle bony tenderness, yet a painful gap was identified 6 cm proximal from the calcaneal attachment, along the line of the Achilles tendon. Simmonds-Thompson's test was clearly positive. The positive Simmond's triad indicated a clinical diagnosis of complete rupture of the Achilles tendon. A 3.4-8 MHz linear array probe PSUD (VScanÔ dual probe, GE Healthcare), set at a depth of 3.5 cm, was used under the supervision of a rheumatologist experienced in ultrasound. The tendon was enlarged from 1 cm to 6 cm above the calcaneal insertion, where a clear gap was seen ( Figure 1) . Two hours later a radiologist-performed ultrasound (LOGIQ E9Ô, GE Healthcare) and reported an enlarged distal tendon and a complete rupture at 5-6 cm from the calcaneal attachment, creating a 2.7 cm blood-filled gap ( Figure 2 ). Surgical exploration 8 days post-injury found a complete Achilles tendon rupture '5-10 cm above the ankle joint'.
Discussion
Tromsø Hospital serves a large area with a population of approximately 160 000. Between 2010-2014 an average of 21 patients per year were referred by their GP for suspected Achilles rupture. 
Case report
Discussion
Tromsø Hospital serves a large area with a population of approximately 160 000. Between 2010-2014 an average of 21 patients per year were referred by their GP for suspected Achilles rupture.
Introduction
The incidence of complete Achilles tendon rupture is 18 per 100 000 patient-years 1 and is usually diagnosed clinically by GPs. The extent of clinical misdiagnosis is unknown in Norway, but may be high.
2 This is important as delayed treatment has unfavourable consequences. 1, 3 We report how a GP, with no clinical ultrasound experience, recorded images with a pocket-sized ultrasound device (PSUD) under supervision to confirm a complete Achilles tendon rupture. This could present a new indication for GP ultrasound.
Case report
A 36-year-old man experienced acute pain above the right heel accompanied by an audible snap while sprinting. He immediately had difficulty walking and 3 hours later consulted an on-call GP. Posterior ankle swelling with a tender depression 3 cm proximal to the calcaneum was found. Active plantar flexion against resistance was weak and Simmonds-Thompson test was 'partially positive' on applying a strong calf-squeeze. Based on these findings, calf muscle rupture was diagnosed as the Achilles tendon was thought to be intact. The patient was advised to elevate the foot and wait 2 weeks for improvement. Two days later a second GP, who was aware of a history of an audible snap, considered complete tendon rupture and reexamined the patient. Findings included an absent right heel raise due to weakness, minimal active plantar flexion against gravity and lying prone, significant right ankle swelling without bruising, and an altered angle of declination. Palpation elicited no ankle bony tenderness, yet a painful gap was identified 6 cm proximal from the calcaneal attachment, along the line of the Achilles tendon. Simmonds-Thompson's test was clearly positive. The positive Simmond's triad indicated a clinical diagnosis of complete rupture of the Achilles tendon. A 3.4-8 MHz linear array probe PSUD (VScanÔ dual probe, GE Healthcare), set at a depth of 3.5 cm, was used under the supervision of a rheumatologist experienced in ultrasound. The tendon was enlarged from 1 cm to 6 cm above the calcaneal insertion, where a clear gap was seen (Figure 1) . Two hours later a radiologist-performed ultrasound (LOGIQ E9Ô, GE Healthcare) and reported an enlarged distal tendon and a complete rupture at 5-6 cm from the calcaneal attachment, creating a 2.7 cm blood-filled gap (Figure 2) . Surgical exploration 8 days post-injury found a complete Achilles tendon rupture '5-10 cm above the ankle joint'.
Discussion
Introduction
Last summer our small medical team visited the Calais 'Jungle'. Since that time much has changed and the camp is being demolished and by the time this article is read, it will probably be long gone. Some youngsters are finally being brought to the UK under the 'Dubs' amendment. However, once this camp is cleared it will not solve the ongoing flight of refugees from war torn areas: other camps are already appearing.
July 2016
A young Afghan man caught his finger on a sharp point while trying to cross a barbed wire fence. The finger was partially degloved. He attended the local hospital, where they placed a few sutures, but now, 2 weeks later, the skin is necrotic and the underlying tissue looks infected. He is in danger of losing his finger.
A middle-aged Sudanese man has been having rigors and is generally unwell. He says it is similar to when he last had malaria.
A young Ukrainian woman complains of lower back pain and urinary frequency. The paths of these three people may never have crossed; yet here they are, denizens of the Calais Jungle. They turn up to a makeshift primary care 'clinic' that we set up in the heart of the unofficial refugee camp one weekend in July 2016.
With only basic medical supplies, we are immediately challenged by what we see. How can we arrange secondary care for the young Afghan in danger of losing his finger? We try to persuade him to return to the original local hospital, but he is reluctant. It was not a good experience for him the first time round.
With the other two patients, it is easier. They can attend the Salam clinic run by a local association during weekdays. Later, we receive word that malaria has been confirmed in our Sudanese patient.
More people arrive, presenting with scabies, rat bites, tinea, chest infections, and wheezing from inhaling smoke from fires lit to cook and keep warm in their tents at night. We examine a severely malnourished 2-year-old boy. We meet several of the camp's 600 unaccompanied children, at grave risk of sexual exploitation. We learn that there is inadequate safeguarding in place to protect them. A young Eritrean man comes in worried about his eye. He has sustained direct ocular trauma from a rubber bullet, and will never see normally again out of that eye. We see haematomas from police batons, and hear about children being exposed to tear gas again and again (Figure 1) .
The reality
These are no ordinary patients. They have travelled far from home to escape war, poverty, and misery. They have endured personal odysseys to get here, experienced untold hardships, and suffered unimaginable privations. Many have survived the loss of their families, torture, and rape. Their journeys over, for the moment at least, they must make their homes in the Calais Jungle. Their new shelters are in many cases mere tarpaulin covers, and their new beds just rugs on the ground. They own next to nothing. There is little for them to do, besides use their ingenuity to cross the English Channel in search of a better life. They are vulnerable to exploitation, crime, injury, and disease. Potentially violent clashes with local police, with other ethnic groups resident in the Jungle, or local far 
Recruiting the 14 Founder Members of the ION
The RCGP established this new global network with a core group of 14 GPs as Founder Members (FMs). These members were recruited from the 16 countries where the RCGP has strategic partnerships and/or the highest numbers of members. All 2154 members in these 16 countries were emailed with an invitation to apply, and 124 applications were received (response rate 5.8%).
Criteria for selection
All applicants were asked to give three reasons for their application as FM of ION, and the name and membership number of a peer in support of their application.
Recruitment process
Applications were considered by two reviewers, who selected those who demonstrated the greatest evidence of networking experience and the potential to actively build networks in their region.
Successes in the first 6 months Applying Bennett's 10 principles for network success
Bennett's 10 principles were crucial in establishing this new network and were discussed with the FMs at the launch event in March 2017. All 10 principles contributed to varying extents to the way the FMs interacted on the launch day, how they developed the action plan, and how they interact as they implement this plan in the first 6 months of the network's life. The distributed leadership model has worked particularly well (principle 3) and was quickly implemented, with six of the FMs volunteering to lead on aspects of the action plan. A 'quick win' (principle 9) was the RCGP's decision to respond immediately to the network's request to allocate a manager to support the network. 
Overseas member (OM)
A GP who has passed the RCGP membership exam in the UK and has chosen to apply for membership, which they retain after leaving the UK to work in another country. They are classified as overseas members and can use the post nominals MRCGP.
First dedicated survey to international and overseas members
The FMs of the network successfully contributed to the development of the first dedicated survey to all international and overseas members. This was issued to 3048 members between June and July 2017. The 18.1% response rate was higher than expected, based on other similar research in membership organisations. The survey uncovered two key messages from members:
. International members want the RCGP to advocate on their behalf to have their MRCGP [INT] qualification recognised internationally.
. Overseas members want the RCGP to advocate on their behalf to have their MRCGP qualification recognised in other countries, and also to simplify the revalidation process so that those who wish to can return to work in the UK.
Challenges in the first 6 months Arranging meetings with 14 members working in different time zones
This has been a challenge to organise. To avoid meetings falling too early or too late in the clinical day for some members, two duplicate meetings were held on the same day: one in the morning and one in the afternoon, both with the same agenda.
Digital communication
Low bandwidth in some countries where members work has meant that some digital tools to connect visually, or via an online knowledge exchange digital platform, have not been used as much as was expected at the outset of the network. Other digital tools have been tried, but the lowest common denominator, and the communication tool that all members in all countries can always access, is email. So, communication has been primarily via email and meetings have been held via toll-free telephone calls where other digital technology has not been usable.
Globalisation of membership bodies
Many membership organisations are increasing their global reach. both challenge membership organisations, firstly, to ask themselves whether they are truly global organisations or whether they are merely national organisations with a few international members; and, secondly, if they are global, to provide a positive membership experience for all members.
Summary
The RCGP is a global membership organisation that exists to improve the standards of care for patients. It exists to help its members, and their standards of general practice. The RCGP embraces the diversity, the experience, and the talents of its global membership to enable it, everywhere, to strengthen its role as an effective global organisation. This increases its voice and influence internationally, enabling it to continue to maintain and develop the highest standards of general medical practice globally. The RCGP is an established large, hierarchical, and governance-driven global professional membership body and, in March 2017, it invited its global members to set up a new ION. To spread best practice faster, one must find oneself a better network. This new ION represents the RCGP -a large, formal professional network -growing a new, smaller, and less formal global network to find and spread best practice faster.
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